ABSTRACT The present study tests 
A study' conducted in several centres in England and Wales suggested that respiratory morbidity was much higher among children in two areas in South Wales than that among children in England. The present study was carried out to test this observation and to examine possible reasons for and the significance of any such differences.
Methods

SCHOOLS
In order to test adequately the hypothesis that respiratory morbidity is higher in children from South Wales than in children from the West of England care was taken to ensure that the final sample selected was as representative as possible of children resident in both regions. Two comparable urban areas were chosen (Cardiff and Bristol) . A wide rural area in the West of England (Avon) was selected for comparison with one rural and one semi-rural area in South Wales (Vale of Glamorgan and Merthyr Tydfil), since the latter areas were chosen to represent South Wales in the earlier study.' Four Cardiff schools were matched for size (total pupil numbers) and also by the use of a simple socioeconomic index (proportion of free school meals) with four schools in Merthyr Tydfil and with four schools in Bristol. Four schools in rural Avon were matched for population density (with the assistance of the 1971 Census County Reports), socioeconomic index, and size with five schools in the Vale of Glamorgan (two small schools in the Vale were matched with one in Avon). In total 21 schools were selected.
SUBJECTS
Almost all the schools had mixed ability classes. In such schools where the normal practice is to allocate pupils alternately by successive birthdays, one class was taken to be representative of one year's intake of children. In schools where "streaming" was practised representative samples were chosen from all the year's intake. In two large schools each with a small designated "special" class of low ability children from all age groups these classes were not considered for inclusion in the final sample. Where possible approximately 100 pupils were chosen from each school. The sizes of the schools ranged from 72 to 469 pupils (7-11 years only).
QUESTION NAIRES
A questionnaire (copies of which may be obtained from the authors) was given to each parent or guardian of a child eligible for inclusion in the study. These questionnaires were distributed by the form teachers from each school. In addition to demographic and medical information the questionnaire included a number of standard questions derived 842 In approximately one-third of cases in which an incomplete questionnaire was returned this was because the child had been adopted. Table 1 shows the distribution of certain indices of respiratory morbidity and of lung function by area. Lung function indices have been adjusted to a height of 1300 mm as described previously; non-Caucasian children have been excluded from the results of lung function because of known differences4 in lung function in different ethnic groups. These differences were confirmed in the present study but respiratory morbidity was similar in different ethnic groups.
The prevalence of winter cough (persistent daily cough for three months or more in the winter) and of previous bronchitis or pneumonia (which lasted three or more days and was treated by a doctor) was similar in boys and girls but a higher prevalence of these indices was reported in the urban areas compared with the rural. In general the higher prevalences were reported from South Wales. Thus the mean prevalence of winter cough for both sexes was 29-5 % compared with 20-9 % for the West of England (Avon); the mean prevalence of previous bronchitis was 24-0 % in South Wales compared with 14-9 % for the West of England. The prevalence of asthma was reported to be higher in South Wales than in the West of England particularly in boys and the prevalence was higher in rural areas compared with urban. The prevalence of other atopy such as hay fever or eczema, showed no consistent variations (SD) (6-6) (6-0) (6-7) (6 8) (7-2) (6 0) (7 8) (6 3) (6-6) ( 6 2) Caucasian children only. Table 3 shows data which examine the strength of the relationship between different indices of respiratory morbidity in each child and in their family members. Each cell represents the value of the x2 test of statistical association of positive respiratory symptoms or other indices of morbidity. In all cases a simple dichotomous relationship was used.
All but two associations examined (asthma against maternal and paternal phlegm) showed strongly positive associations. Although it is only possible to make crude comparisons between different cells a marked association between winter cough in children and productive cough in their Table 3 X2 values Respiratory morbidity and lung function in schoolchildren aged 7 to 11 years mothers and siblings is shown. By contrast, with previous history of bronchitis the most marked association is with asthma (rather than with symptoms in mothers and siblings). Table 4 shows the relationship between school size, altitude, and certain indices of respiratory morbidity. Within these rank correlations the number of paired observations (several schools were of the same size or at the same altitude) has been taken into consideration.
Only winter cough, FEVo.75/FVC ratio and sibling winter cough showed a consistent (but slight) correlation with the size of the schools (the largest schools were ranked highest). Altitude showed a positive correlation with FEVo.7 I (the schools situated at the greatest altitude were ranked highest).
Discussion
These results confirm the finding that respiratory morbidity among children reported by parents was higher among children in South Wales than that reported among a comparable sample of children in the West of England. However, tests of lung function did not detect any significant differences in the respiratory health of children in South Wales compared with that of children from the West of England.
Within schools the prevalence of winter cough in males was closely correlated with that in females ( (table 1) . Examination of the same data showed some differences in the FEVo.75 and FVC indices in different areas when the effects of the other variables were held constant. These were not consistent between the areas however and any differences between the areas with respect to the FEVo.75/FVC ratio were both small and inconsistent. It seems reasonable to conclude therefore that, although the increased respiratory morbidity in these Welsh children is apparently real, its effect on the respiratory health of the majority of children from South Wales is likely to be trivial. 
